In addition, we might bear in mind that in many rheumatology departments so brief are our outpatient appointments for older patients that many do not burden us with details of all their problems. When the Stanford health assessment questionnaire was used routinely, further problems related to poor function (and potentially to a disabled living centre) were found in 36% of our outpatient attenders already interviewed by rheumatologists.6
It is worth taking a look at a hypothetical patient with rheumatoid arthritis to illustrate how the centre may be of use. Let us assume that such a patient has polyarthritis in hands, wrists, knees, and feet, so that she may be unable to dress in reasonable time for work or for getting children off to school. She will probably have found that all seats, including the lavatory, are too low, that taps are usually turned off too tightly, and that she cannot turn the key in her front door. She may be experiencing difficulty in preparing foods, indeed in many domestic activities, in maintaining the family's clothing, in cooking, and in walking and shopping. Her part-time secretarial job may be in 'jeopardy.
'When the patient telephones the centre for advice, which she may do without reference to her doctor, an appointment is given for about two weeks hence. The centre's experienced therapist allows for an appointment of at least one hour. She suspects that the query about taps hides a constellation of problems not indicated by the telephone conversation.
At the appointment the therapist takes the patient on a previously determined route through various sections of the centre. The patient would probably start in the kitchen and look at taps, sinks, tin openers, food processors, the suggestion being that normal labour saving devices are used whenever possible. In addition, many pieces of adapted cutlery are available, as well as equipment which makes cutting easier and puts less pressure on damaged joints, thereby reinforcing the principles of joint protection.
The patient will probably then look at bathroom equipment. Most patients do not require the expensive Closomat instead of a lavatory but many need a raised seat, rails placed strategically, a simple easily turned lock on the door. Many benefit from the Mangar bath seat which, having good trunk balance, they can use easily, but which is fairly costly. Some patients will have given up women are no longer the only convenient attire suggested to patients. Individual designers and small firms can produce clothes which are very attractive, they can design trousers specifically for wheelchair occupants, and can teach others to make up clothes from basic patterns drawn up to individual requirements (however difficult or non-standard these are).
The centre often has a selection of wheelchairs from the Disablement Services Authority as well as outdoor electric chairs and scooters, which have to be bought privately by the user, and are expensive but invaluable. It often has displays from the Gas Board, Electricity Board, and British Telecom showing adaptations to the relevant equipment, and services provided by them. Advice is given on how to obtain such equipment.
It will probably have examples and details of call systems for vulnerable people living alone, intercoms, and door call equipment. There will be low vision aids, usually a modest selection of communications aids, sometimes a gardening section.
Our patient will almost certainly have needed the hour allotted to her and will have had valued expert advice given in an unhurried atmosphere. The suggestions for equipment are written down together with where they may be obtained. Further catalogues may be given. The patient will decide whether she wishes to purchase some articles (this cannot be done at the centre) or whether she wishes the community occupational therapist to be informed. The patient's doctor is not usually informed of the visit (unless s(he) sent a detailed letter to the centre) and some patients do not know their diagnosis. This may make it difficult for staff at the centre, who respect the patient's desire which may be not to go through the health service or social services department. Some patients come with their therapist, usually an occupational therapist, which improves communication greatly had arthritis (table 1) . When we gave simple grades for ability in feeding, self care, etc the findings (table 2) were that these patients mirrored those in the OPCS survey5 to a considerable extent: they were fairly immobile and although few had difficulty in feeding or toileting, most were experiencing practical problems with dressing and with preparing food. Their age reflected the incidence of disability, few were young, most were over 60. But most came from less than 15 miles away, within a city with excellent road and rail connections. We thus conclude that health service staff (including rheumatologists) in other towns and cities in the region, were not referring patients. Why not? Wasn't it worth doing so? We asked the patients why they had come and the answer in 40% of cases was that they had a specific problem to solve.
Did it get solved? Of the 65 persons responding to the questionnaire, 48 Our study showed that doctors were rarely the primary source of referral, but perhaps they referred these patients to their local occupational therapist. Therapists were overwhelmingly the most common source of referral. General practitioners rarely referred patients, so that rheumatologists should not rely on this route. Indeed, in general, surveys (J Stowe, unpublished data) have shown that general practitioners recognise disease but rarely disability. This is perhaps not surprising given the lack of teaching of medical students.
Setting up a disabled living centre Given the current shortage of funds in the National Health Service and the proposed profound changes in its organisation, it is not realistic to think that a health authority will now be keen to set up such a centre, though some, and some social service departments have done so in the past and have been most supportive of the staff and understanding of the centre's function.
A recent informal report showed that centres which were thriving, innovative, and best funded were in the main those which were independent charities with business status. Those supported by a larger organisation, such as a council for disabled people, were particularly fortunate, and those that had funding from several sources were most secure. 
